Objective To analyse whether prenatal care trajectories among women with hypertensive disorders during pregnancy in France differ between immigrants from sub-Saharan Africa (SSA) and native French women.
Introduction
Studies in industrialised countries report inequalities in maternal health between native and immigrant women, especially concerning hypertensive diseases associated with pregnancy. Immigrants from sub-Saharan Africa (SSA) appear to be at the greatest risk, [1] [2] [3] [4] [5] with incidence rates for severe pre-eclampsia and eclampsia higher than those in other groups. [6] [7] [8] [9] A parallel can be drawn with the higher rates of maternal hypertensive complications reported among US non-Hispanic black women, whether they are immigrants or not. 10, 11 Few studies have explored the mechanisms that might explain this elevated risk of severe hypertensive complications among women from Africa, and they remain unclear. Among the potential explanations, researchers have proposed a constitutional genetic hypothesis, 12 a higher prevalence of other individual risk factors, despite the persistence of excess risk after adjustment for the potential confounding factors, 13 biological effects of social stress and discrimination, [14] [15] [16] [17] and finally more frequent inadequate or suboptimal care for these women. Findings from studies of maternal deaths provide some support for the latter hypothesis. In France, women from SSA face a risk of maternal death five times higher than native French women; they also receive suboptimal care more often. 18 Sweden reports similar data. 19 We aimed to explore the hypothesis of suboptimal care in more detail and to identify the factors associated with care that may be involved in the genesis of maternal health inequalities.
Because it is relatively simple to screen for hypertension and pre-eclampsia (by taking blood pressure and testing albuminuria), and to manage them in a standardised manner, this clinical issue seemed suitable for studying differential care, first described by Didier Fassin as either higher or lower standards for the medical management of foreigners. 20 A qualitative approach appeared more appropriate than a quantitative approach for examining complex care pathways that are difficult to transcribe in quantitative variables, which often oversimplify the reality. 21 The objective was to analyse whether the prenatal care trajectories among women with hypertensive disorders during pregnancy differed between immigrant women from SSA and those born in France of French parents. This research is part of the TRAJECTOIRES study, a multidisciplinary project studying the impact of social and economic vulnerability on prenatal trajectories.
Methods

Study design
This study took place between November 2015 and February 2016 in three public maternity units (two with neonatal intensive care units and one without) around the Paris region, home to the largest population of SSA immigrants in France. It included women with access to free prenatal care covered by the French national health insurance fund or, for undocumented women, by either of two special funding mechanisms. 22 The Council for Ethics Assessment in Health Research approved the study (CERES, no. 2013-29) .
Participants
Participants were women born in SSA or in France of French parents and treated for hypertension or preeclampsia during their pregnancy, regardless of severity. PS, a sociologist of interethnic relations and a midwife, went to each postnatal ward twice a week for 4-6 weeks to be introduced by staff to the eligible women. She asked them to participate in an interview during their postpartum hospitalisation, and gave them a written explanatory note describing the study and its objective. Of the 34 women invited to participate, one French woman declined.
Data collection
In a pilot study, we first conducted unstructured interviews of seven women with severe pre-eclampsia. It enabled us to develop and use a semi-structured interview guide, which asked women about their living conditions, migratory path, and health and care trajectories, including open-ended questions. PS conducted 33 indepth interviews at the convenience of the women meeting the inclusion criteria, and ceased when analytic saturation was reached. 23 The interviews lasted from 35 to 150 minutes. Seven women agreed to be recorded; for the others, notes were taken simultaneously and completed immediately afterwards. PS transcribed all of the interviews.
With the women's consent, information about the number and content of their prenatal visits was also extracted from their medical files and translated into individual care maps.
Analysis
The interviews from the pilot study were not included in the analysis because of some methodological differences (four took place in women's homes and medical data were not collected the same way). Data were regularly exported into N'VIVO 10 (QSR International) to facilitate line-by-line coding. This allowed PS to identify the emerging themes, based on the participants' narratives, and to enrich the categories from the pilot study. The other co-authors (an obstetrician epidemiologist, a midwife, and an epidemiologist) reviewed the analysis. All identified the key themes. The results were then organised according to Strauss's concept of illness trajectories, which refers 'not only to the physiological unfolding of a patient's disease, but to the total organization of work done over that course, plus the impact on those involved with that work and its organization'. 24 The analysis allowed us to distinguish two groups: 16 women born in SSA, referred to here as Africans, and 17 women born in France of French parents, referred to here as French. The results presented here were confirmed by the prenatal care maps, and concern hospital-based care trajectories. The main steps of analysis are summarised in Box 1.
Results
Characteristics of the participants
All interviews were conducted in French, although French proficiency was not an initial inclusion criterion (interpreters were available). Our analysis of clinical situations led us to distinguish three types of trajectories: (1) women with hypertensive disease that was either chronic or recurred at each pregnancy, so that the staff expected them to be hypertensive; (2) women who were hypertensive or had pre-eclampsia for the first time during this pregnancy; and (3) women with severe hypertension or severe preeclampsia, either for the first time or as a recurrence. Table 1 presents the distribution of women by clinical situations. All women from SSA were black, and all French women of French parents were white. Nine Africans were obese, compared with only one French woman. French respondents were mostly from the upper middle class and lower middle class, whereas African respondents, after migration, were mainly from the working class or in disadvantaged situations. The women's characteristics are summarised in Table 2 .
Diagnosis of hypertension or moderate preeclampsia
In all three maternity units, women are first received for prenatal visits by nurses, who take their blood pressure (BP) in a seated position with an electronic sphygmomanometer and measure proteinuria with a dipstick.
If BP values are abnormal, the consultant -a midwife or an obstetrician -prescribes continuous BP monitoring for 30 minutes in the department, to diagnose or rule out hypertension. During interviews, several of the African women with elevated BP measurements at the reception desk reported a sequence that was not reported by any French women about their repetition: 'I had a high BP at the start, at least 150. But if I was calm, it went back down to normal' (Interview 3, African). 'At the beginning, they told me to rest and then they would take it again. But it wasn't any better. Afterwards, they know your BP is not going to go down. Then directly to control every 5 minutes' (Interview 19, African). The care maps described above confirmed that African women only had 30-minute continuous BP tests if they were expected to be hypertensive (chronic hypertension or recurrent pre-eclampsia at each pregnancy), whereas this 30-minute check-up was standard for French women who had an initial elevated BP measurement.
If significant proteinuria is detected, the doctor or midwife is supposed to order another test to be run in the laboratory on another sample or over a 24-hour urine collection. The prenatal care maps showed that although a dipstick test was frequently performed twice for all women before running a laboratory test on a different or 24-hour sample, only African women had a third dipstick test during the same visit. Moreover, proteinuria levels of 0.3-1.0 g/l were more often simply neglected with no further action for the African women (seven versus two French women), even over several consecutive visits (five African women versus no French women).
This repetition of tests -for both suspected high blood pressure (HBP) and proteinuria -may have contributed to a delayed diagnosis of HBP or pre-eclampsia for the women in our sample born in Africa and not expected to be hypertensive.
Intensification of monitoring
Once a hypertensive disease is diagnosed, the standard management depends on the seriousness of the disease, No woman with eclampsia was interviewed. **Clinical situations considered close to chronic hypertension for this study.
Box 1. Summary of the steps involved in analysing the interviews
Step 1 Line-by-line coding with N'VIVO 10, using an inductive approach. PS, progressively.
Step 2 Thematic grouping. Transversal analysis showed new themes. PS.
Step 3 Review of these analyses. Thematic stabilisation. All authors.
Step 4 The concept of illness trajectories, here used as care trajectories, was applied to organise the data analytically. It was therefore possible to group together clinical situations involving the same kind of management and to organise analytically the participation of the woman and her relatives(s). PS, reviewed by all authors.
Step 5 Comparison of contents of interviews between women born in Africa and women born in France of French parents. Different patterns were found. It allowed us to distinguish two groups. PS, reviewed by all authors.
Step 6 Choice of results to present, in relation to the objective of the study. All authors.
fetal growth, gestational age, and normalisation of BP after treatment begins. The interviews and the prenatal care maps both indicated that the visits after diagnosis were further apart for the African women than for the French women. This was the case for the standard prenatal visits, which are normally monthly, and were sometimes closer together for French women but not for African women when values were borderline, but also for visits for monitoring after diagnosis.
A more routine auditing procedure should nonetheless be adopted to confirm this finding.
Women in both groups stressed in their interviews the difficulties that more frequent visits or, even more so, admission imposed on their working life and their family life. Three single mothers -two African and one Frenchreported having to refuse or to delay hospitalisation.
Management of severe pre-eclampsia
Once the clinical picture became severe, the African and French women received the same care, according to both their reports in the interview and their care maps; diagnosis of severe disease requiring emergency management resulted in standardised care. Nonetheless, map data for two African women whose clinical condition called for prenatal corticosteroid injections showed a long delay between their admission and this injection, which occurred only the day before their caesarean delivery. We found no such delays in the French women's records. While this small number of cases does not allow us to draw any conclusions, this point should be studied later.
Health literacy
Before diagnosis and treatment, women in both groups had similar levels of knowledge (and ignorance) about gestational hypertension and pre-eclampsia. They described the unspecific and difficult-to-recognise symptoms, sometimes different from classic descriptions in obstetrics textbooks: 'like smoke in my eyes, as if there was incense burning' was described, rather than phosphenes. Vertigo or the sensation of falling was specified rather than headaches. Tinnitus was reported by only a few women, but was easily identified because it was unusual. Ms B, with severe firsttime pre-eclampsia, had severe epigastric pain but did not identify it. She described pain from her bra: 'And I'm not going to mention that to the doctor' (Interview 3, French). The analysis of the medical records showed that the rich semantics used by the women during interviews did not appear verbatim in their medical records.
Most women were not worried by the onset of oedema, because they believed it was normal during pregnancy.
Ms E:
My feet were swollen. And my hands too. But you know, when you are pregnant, you don't know that it's that.;
Interviewer: That is?;
Ms E: Well, I haven't been able to close my hands since the 7th or 8th month. But I didn't know it was that.;
Interviewer: You didn't mention it to anyone?;
Ms E: No, I didn't say anything because I didn't know that it was that.;
Interviewer: And your face?;
Ms E: Oh yes, my face too! (Interview 11, African). Of note, 11 women perceived no symptoms.
The African women reported that they were satisfied with the explanations received, but their descriptions of them during the interview showed that the discourse had been substantially simplified for them. Nonetheless, only two of the African women were not French native-speakers, and nine of these women had been teachers, artists, or politicians in their native lands: they became cleaning women or childcare workers to have an opportunity to find work in France.
Finally, two African women confided to the interviewer previous episodes of hypertension that they had not reported when their medical history was taken: one, a hypertensive flare after a medical termination of pregnancy for maternal salvage (malaria attack with neurological effects) during her migratory journey, and the other hypertension at the end of pregnancy, not mentioned in the operative report of her preceding caesarean delivery. This raises questions simultaneously about the fact that they had not understood the importance of reporting their entire history and about the way that these medical histories were taken. Diagnosis was delayed for both of them.
The help of the family
Most of the women were not alarmed when the disease appeared because they did not recognise it. But French women reported that their families pushed them to seek medical care, whereas the African women in this study never reported such help. Ms H was brought to the emergency department by her husband, a doctor, after he measured her proteinuria at home. Similarly, the mother of Ms G told her: 'It's pre-eclampsia that's giving you a headache; you need to go to the ER' (Interview 13, French). The French women therefore went to the ER for early preeclampsia, as they should have, more often than the African women did.
Note on access to social rights and services
None of the women complained about the difficulty of registering for a maternity ward. Nonetheless, three African women had gone to Doctors of the World, a non-governmental association at the beginning of their pregnancy, although two of them were already covered by medical assistance for foreigners in irregular situations, on the erroneous advice of 'the people you meet like that, on line [at the refugee committee], who tell you not to go to the hospital' (Interview 32, African). African women also described problems with access to the private medical sector. Finally, five women (four African and one French) reported receiving extensive assistance from hospital social workers: three were able to obtain stable housing.
Discussion
Main findings
The qualitative approach enabled us to identify differential care between African immigrant women and native women in France with hypertensive disorders during pregnancy, and to explore its mechanisms. The differences found involved, in particular, screening tests that were more often repeated before moving on to confirmation by diagnostic tests, more frequent failure to take action for values on the borderline of abnormal, as well as the prevention messages provided to women to recognise the occurrence of the disease being non-existent or too simplified. This delayed the diagnosis of HBP or pre-eclampsia in African women, especially those with hypertension for the first time. Differential care was not identified during the management of severe pre-eclampsia.
Study strengths and limitations
Although qualitative research cannot be assessed in terms of external validity by nature, this study took place at three public maternity units where the standards for prenatal care and management of hypertension follow the international recommendations. In addition, maternal health inequalities between African immigrants and native women are established throughout Europe. [1] [2] [3] [4] [5] The combination of semi-directive interviews and medical data collection reduced the risk of memory bias affecting our findings. The interviewer's previous status as a hospital midwife facilitated her access to the hospitals and to the women. The sample is convenient but conducting the research twice a week allowed her to meet almost all eligible women (the typical duration of postnatal stay is 3-6 days in these units). Because all the women spoke French, we avoided the other differences in health care caused by language barriers, and were able to study care trajectories that were presumably more homogeneous.
The study has some limitations. SSA migration status was classified dichotomously, although women came from diverse countries and different social settings. We nonetheless tested whether the category of SSA origin affected the quality of the care received -and it did.
Comparison with the existing literature 'Substandard care' is envisioned as a cause of immigrant women's poorer health status. 25 Nonetheless, we found very few studies that have explored this topic. A study of 267 maternal deaths in France from 1996 through 2002 showed that substantially more deaths of immigrant women were associated with what a multidisciplinary expert committee judged non-optimal quality of care: 78%, compared with 57% among French women. 18 Similarly, among maternal deaths in Sweden, immigrants received suboptimal care more often than native-born Swedish women. 19 A qualitative study conducted in the Netherlands interviewing immigrants and Dutch-born women showed delayed diagnosis of pre-eclampsia in migrant women, according to the women's interpretation of their care pathways and obstetricians' medical file reviews. 26 We went further in exploring the mechanisms of this delay.
A parallel can be drawn with the higher rates of hypertensive complications reported among US non-Hispanic black women, 10, 11 but studies on the biological effects of social stress and discrimination are not clearly transposable to a European context.
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Interpretation
Medically unjustified care The concept of illness trajectories enables a critical analysis of the interactions between various participants, including the women and their family, what Strauss call their 'work'. 24 Several types of providers play a role in the mechanism of differential care: nurses' aides, who measure proteinuria; nurses who measure BP and do or do not confirm the results by testing it further; and midwives or obstetricians who do or do not order continuous BP measurements. This differential care is not medically justified: all available data about their health in industrialised countries indicate that African women need additional -rather than less -monitoring for hypertensive diseases. [6] [7] [8] [9] Nonetheless, French clinical practice guidelines for hypertension and pregnancy do not disseminate these findings, 27 and the providers may subconsciously 'help' the African women avoid further burdensome tests and hospitalisation, perceiving the complexity of their lives. Concerning the women, both groups seem to 'work' conscientiously to follow the medical prescription, except three single mothers who delayed hospitalisation. And African women's families didn't 'work' for them in the onset of the disease.
Theoretical framework for interpreting the results Different and nonexclusive mechanisms may explain the genesis of this differential care for women from SSA. For a comprehensive approach, it seems important to consider the entwined negative and positive stereotypes leading to differential care.
None of the African women in our sample reported poor care as a result of discrimination. The inclusion of women born in France of African parents, who may be more sensitive to this question, might have yielded different results, 28, 29 but the ethics committee refused to approve their inclusion. Providing medically unjustified differential care can nevertheless be analysed from the perspective of discrimination -here potentially racial, social, and weight-based. Such an analysis would not aid staff in reflecting on their practices, however, for they do not feel that they discriminate intentionally.
Implicit bias, which designates the unconscious phenomenon by which unexpressed stereotypes predispose individuals to treat people from different social groups differently, may be a useful framework. The literature shows that healthcare providers in other medical specialties sometimes have strong although unconscious negative associations related to their black and obese patients. [30] [31] [32] [33] [34] To our knowledge, no study of implicit bias has been conducted among healthcare personnel in France, or in the perinatal context elsewhere.
On the other hand, previous sociological studies in the Paris area reported that medical professionals' perceptions of African women's self-sufficiency during childbirth and in the postpartum period contribute to the construction of an 'ideal type' of African mother. 35, 36 It is therefore interesting to note that socially disadvantaged women are considered by caregivers to be ideal patients. Glaser and Strauss 37 showed that staff members calculate patients' 'social loss' according to their age, sex, ethnic group, social position, health status, and cooperativeness. This calculation, based on both implicit and explicit factors, affects the quality of both the support and the specific care. This concept may be used here in terms of 'attributed social value' to understand how this ideal type of motherhood image, combined with the desire to alleviate the 'patient's work' as mentioned before, may also lead to differential care among African women.
Research perspectives
The hypothesis that delayed diagnosis may be a potential mechanism explaining the higher incidence of hypertensive disorders among SSA women could be tested in further studies using a quantitative approach on samples with an adequate size to identify meaningful differences. Results from our and other qualitative analyses could be used to inform the design of quantitative variables to characterise the specific components of prenatal care likely to be involved, such as the rhythm of visits rather than their number, the type of exams and treatments prescribed, and the results of BP and proteinuria screening.
Conclusion
Membership of the category of immigrants or other disadvantaged social groups is rarely envisioned as the cause of suboptimal treatment or care. The differential screening of BP and proteinuria during pregnancy among immigrants from SSA in France found in this study suggests, however, that the diagnosis of HBP and pre-eclampsia may be delayed in these women. Our sample does not allow us to affirm that this differential care is involved in the higher frequency of severe complications in this subgroup, but suggests hypotheses for the further quantitative study of this topic.
This observation also requires future work based on the concepts of attributed social value and implicit bias to explore and measure the existence of negative and positive representations, explicit or implicit, that providers have about these women and the impact of these representations on care trajectories. The results of this work should help in designing relevant interventions to reduce inequalities in health care among migrant women.
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